Objective In the field of global mental health, there is a need for identifying core values and competencies to guide training programs in professional practice as well as in academia. This paper presents the results of interdisciplinary discussions fostered during an annual meeting of the Society for the Study of Psychiatry and Culture to develop recommendations for value-driven innovation in global mental health training. Methods Participants (n = 48), who registered for a dedicated workshop on global mental health training advertised in conference proceedings, included both established faculty and current students engaged in learning, practice, and research. They proffered recommendations in five areas of training curriculum: values, competencies, training experiences, resources, and evaluation.
Competencies included flexibility and tolerating ambiguity when working across diverse settings, the ability to systematically evaluate personal biases, historical and linguistic proficiency, and evaluation skills across a range of stakeholders. Training experiences included didactics, language training, self-awareness, and supervision in immersive activities related to professional or academic work. Resources included connections with diverse faculty such as social scientists and mentors in addition to medical practitioners, institutional commitment through protected time and funding, and sustainable collaborations with partners in low resource settings. Finally, evaluation skills built upon community-based participatory methods, 360-degree feedback from partners in low-resource settings, and observed structured clinical evaluations (OSCEs) with people of different cultural backgrounds. Conclusions Global mental health training, as envisioned in this workshop, exemplifies an ethos of working through power differentials across clinical, professional, and social contexts in order to form longstanding collaborations. If incorporated into the ACGME/ABPN Psychiatry Milestone Project, such recommendations will improve training gained through international experiences as well as the everyday training of mental health professionals, global health practitioners, and social scientists.
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Training innovation
Building upon the consensus definition of global health [1] , global mental health is "an area for study, research and practice that places a priority on improving health and achieving equity in health for all people worldwide," [2, p.xi] . The focus in global mental health (GMH) is thus on achieving equity in Electronic supplementary material The online version of this article (doi:10.1007/s40596-016-0504-4) contains supplementary material, which is available to authorized users. the distribution of resources for mental health systems, as well as equity in mental health outcomes [2] . The field of GMH is fast-expanding, with increasing attention drawn to the core values that must guide training programs established for professional practice and academic research, both in high-and low-income countries [3] [4] [5] [6] . Within GMH, efforts to establish core competencies seek to achieve these dual goals of competence and equity, specifically to benefit partnerships in lowresources settings in both low-and middle-income countries (LMIC) and high-income countries (HIC) [7] . However, core values and required competencies have not been well articulated for GMH training programs in HIC. It is clear, for example, that the field needs to make explicit the value of placing trainees from HIC into LMIC, beyond the benefit of gaining short-term international experience. There are uncertainties and dissonance of expectations that can arise from shortterm medical missions [8] . Clearly articulating goals, values, and competencies are essential for GMH training more broadly, within academia and clinical practice. Indeed, reflection on core values is critical to the fields of global health, the social sciences, and medical practice, if we are to hold fast to our stated mandate of care [9, 10] .
To address this gap, we convened a formal discussion of such issues to help identify key values, required competencies, training experiences, resources, and evaluation approaches for GMH training for medical/graduate students, trainees in psychiatry residency, fellows and post-doctoral students, social scientists, and collaborators from LMIC. Although GMH as a field seeks to address inequities broadly across settings, our focus was on the competencies relevant for trainees from HIC for working in low-resource settings.
Methods
We took advantage of a specific venue, the 2015 annual meeting of the Society for the Study of Psychiatry and Culture (SSPC), to convene a workshop dedicated to GMH training. The theme of the Society's meeting was "Culture and Global Mental Health." Established in 1979, SSPC (www. psychiatryandculture.org) is a nonprofit, interdisciplinary organization devoted to promoting cultural psychiatry through international efforts to enhance education, clinical practice, policy, and research. The three-day conference (April 23-25, 2015, Providence, Rhode Island) convened 160 participants, of which 48 participated in the workshop dedicated to GMH training. The 2-h workshop was held on April 24th from 1:00-3:15 p.m. as one of three workshops dedicated to focused discussion on specific themes, and entailed no participation fee above that levied for conference registration.
Participants were invited to pre-register for the workshop-those who pre-registered were invited to provide input on what they perceived to be the most important values and competencies for GMH training, through an online free-listing exercise: "Please provide a list of five values that you think should guide the mission of global mental health," and "Please provide a list of five competencies that you think are important for working in the field of global mental health." This preconference assignment was adapted from the first step of standard Delphi priority-setting activities [11] .
Forty-eight people participated in the workshop. The majority were established academics in the fields of psychiatry (22 faculty, five residents, four fellows), social sciences (six faculty in anthropology and one in sociology), and public health (one faculty), in addition to eight students (in medicine, global health, psychology, and anthropology). There were three practitioners (family physician, public health worker, and human rights lawyer), and eight participants involved as GMH program coordinators (some individuals had joint appointments or were in dual degree training programs). Eleven (23 %) participants were from LMIC, including China, India, Nepal, Guatemala, Mexico, and Venezuela. All participants had first-hand GMH experiences, which included education and training, clinical service, and research throughout all World Health Organization regional clusters, e.g., Central America and the Caribbean, South America, Eastern Europe, Southern and Eastern Asia, and Pacific Islands. Their training work in LMIC ranged from brief clinical programs (e.g., training medical students or primary care workers for 1-2 weeks) to long-term capacity building programs (e.g., multiyear trainings, apprenticeships, and supervision programs). Their LMIC research involved a broad set of methods (epidemiology, services research, biological psychiatry, and ethnography and other social science approaches), with the majority of projects conducted in multidisciplinary teams. Most participants described experiences working in low-resource settings in HIC, as well. All GMH program facilitators had extensive experience in collaborative approaches to training and program implementation.
At the workshop, we employed established techniques for focus group discussion to establish priorities in health education and practice [12] . Participants were invited to complete group work to produce recommendations in five areas, to identify the following items:
1. Three values central to GMH training (from the freelisting exercise), 2. Three competencies needed to achieve these values (from the free-listing exercise), 3. Training and experiences needed to achieve such competencies, 4. Resources needed to provide such training opportunities, and 5. Evaluation techniques to demonstrate competence in GMH practice and research.
These recommendations were developed with the aim of providing insights for innovation on important aspects of GMH activity in order to benefit five main stakeholder groups namely, (1) medical/graduate students, (2) trainees in psychiatry residency, (3) fellows and post-doctoral students, (4) social scientists, and (5) collaborators in low-resource settings.
Workshop participants self-selected into discussion groups for these five categories. They could choose to join any of the five stakeholder groups, regardless of their own stages of training. Formation of heterogeneous groups was encouraged: we used mixed groups to foster discussions about successful or challenging aspects of current inter-disciplinary programs and training. Groups with participants at different career stages could reflect together on what aspects of training were most helpful given current activities.
Each round table was provided with the list of values and competencies generated by the online free-listing exercise. Participants were then instructed to identify the three most important core values and competencies from the existing list, or to generate their own alternatives. They were also asked, in three consecutive blocks of time, to identify their most important recommendations for training experiences, resource needs, and evaluation techniques.
After discussion, each round table took the stage to share their main recommendations to workshop participants at large, crystalizing them into short concluding statements. The five group presentations, and the discussion that followed, were audio recorded for transcription. Participants were informed that the purpose of this exercise was to disseminate their recommendations in academic venues.
Results
The online free-listing exercise yielded a list of 31 core values and 28 required competencies for GMH training. These lists were provided to the five groups, in order to seed discussions and achieve consensus on identifying the most important items. We summarize the recommendations of participants below. The supplementary material available online includes a breakdown of items by domain for each group.
Values
In the online free-listing exercise, values related to equality and equity (e.g., social inclusion, access to care, gender equality) constituted 19 % of responses. Sustainable partnerships and collaboration, including support of both human capital and infrastructure, constituted 16 % of responses. Cultural and linguistic competence, including knowledge of idioms of distress, constituted 13 % of responses. Other responses included humility (10 %), justice and human rights (10 %), differentiating distress versus disorder (6 %), do no harm (6 %), and respect (6 %).
Building upon these lists, workshop groups prioritized humility, respect, and ethics in the context of collaborations. The quotes provided below and in subsequent sections represent consensus statements from workshop groups. When we say accountability, that is not merely tracking the money flowing into a program, but rather an accountability to people, what is known as deep accountability to a people-centered agenda. By reflexivity, we mean that you are constantly holding a critical eye to the performance of what you are doing." & "Our first value is to form collaborative, mutually beneficial relationships with partners abroad, our second was respect and understanding of local mental health treatment approaches, and lastly conducting long term ethical and sustainable work."
Competencies
The largest category of competency free-list responses (21 %) referred to cross-cultural communication including knowledge of idioms of distress and other culturally appropriate ways to discuss mental health in a non-stigmatizing manner.
Other competency categories included the ability to collaborate in interdisciplinary teams (14 %); conducting selfevaluations of clinical, research, and community engagement practices (11 %); aptitude in family and couples therapy (11 %); conducting cultural formulation interviews and eliciting explanatory models (11 %); knowledge of WHO essential medications and government free drug lists in respective countries (4 %); evidence-based teaching and training strategies (4 %); culturally adapting treatment manuals (4 %); evidence-based approaches to advocacy (4 %); and other competencies (20 %).
Workshop groups emphasized a range of competencies from listening skills to knowledge of political context to critical thinking skills:
& "The primary competency that we would like to gain is a non-judgmental approach, which includes tolerance." 
Discussion
Participants were tasked with developing recommendations for GMH values and competencies, as well as defining the training experiences, resources, and evaluation techniques that can help achieve these goals. Our findings are a useful starting point for improving GMH training, especially where scholars and professionals from HIC work in collaborations in LMIC institutions and in low-resource settings in HIC. Figure 1 provides an overview of key elements in a value-driven GMH training program, including specific resources from existing short courses.
The group consensus about values central to GMH training focused on humility, attention to ethics, and the development of collaborative partnerships. "Deep accountability" to patients and their families was emphasized in order to focus attention on a people-centered agenda [9, 15] , as well as accountability to clinical and research collaborators in LMIC and other low-resource settings in response to the historical global health efforts where priorities were defined by individuals and institutions in HIC imposing a colonialist vision of human rights without local input or understanding the local context [13] . Recent examples in global health and GMH demonstrate a commitment to "deep accountability" and collaborative partnerships [6, 9, 14, 15] . Multiple competencies were highlighted to achieve these values, among them, flexibility; ability to tolerate ambiguity and to evaluate one's personal biases; understand critical theory in social science; historical and linguistic knowledge related to clinical populations and community settings; and skills required to evaluate impact across a range of stakeholders, from patients to clinical collaborators to policy makers. Many of these elements have been highlighted by the recent call to shift away from cultural competency to structural competency in training medical professionals [16] . The group proposed various training experiences to achieve these competencies, including didactics in global health, medical anthropology, critical theory, philosophy, and ethics; language training; training in selfawareness and structured reflection; supervised local experiences across cultural groups; and supervised immersive field experiences in settings with low resources. More guidelines should be produced for collaborative engagement, such as recent recommendations for collaborative academic writing for LMIC-HIC research partnerships [17] .
Consensus about resources was unanimous for broad base multidisciplinary faculty/mentorship including social scientists and other non-medical mentors [18] , institutional commitment through protected time and funding for GMH faculty [19] , and sustainable collaborative partnerships between practitioners and researchers working in high-and low-resource settings. The resource challenges are global, although exponentially worse in LMIC. Few HIC institutions offer the described resources to trainees in GMH. Those in LMIC and other low-resource settings are often burdened by a range of clinical, research, and administrative duties due to the lack of mental health specialists in most these settings, and many have little or no access to training and supervision. Free access to online courses and investment in information technology was proposed as a first step to enhance learning opportunities for LMIC collaborators.
The group emphasized the need to evaluate trainings to demonstrate competence in GMH, and several possible modalities were discussed. Evaluations are required for all career stages (e.g., trainee/student, faculty/mentor), as well as for the multiple stakeholders involved in the research (e.g., community, patient, relative, provider, administrator, policy maker, researcher, etc.). Ultimately, by developing a range of competency evaluation approaches, GMH training programs will be better positioned to judge preparation and the degree of supervision needed for GMH experiences.
From introspection to deep accountability, the need to address power differentials through active collaborative partnerships was widely discussed [14] . Critical medical anthropology explores power differentials within socioeconomic systems, medical systems, and patient-provider interactions [20] . Collaborative models such as Community Based Participatory Research (CBPR) [14] can provide both a training and a research framework to provide feedback to research teams; facilitate communication between researchers and communities; and challenge assumptions about needs, barriers, facilitators, conflicts and potential approaches. Further, adaptability, flexibility and managing uncertainties are skills attained through frameworks like CBPR.
GMH training can build upon the use of observed structured clinical evaluations (OSCE) in clinical training. A cultural OSCE has been developed to evaluate working with diverse populations [21] . A GMH therapist common factors tool has also been developed for evaluation of both trainees and GMH practitioners, and it can be incorporated into evaluation of non-specialist health workers in diverse cultural settings [22] . New materials exist for training in the cultural formulation interview [23] .
Psychiatric residency training Accreditation Council for Graduate Medical Education (ACGME) competencies [5] or the goals of The Psychiatry Milestone Project by the ACGME and The American Board of Psychiatry and Neurology (APBN) [24] closely align with the GMH competencies defined by the workgroup. Psychiatry Milestone Project categories relevant to GMH include Professionalism (PROF), Psychiatric Care (PC), Interpersonal and Communication Skills (ICS), Medical Knowledge (MK), and Systems Based Practice (SBP). Competencies contributing to humility, respect, and compassion when working across cultural groups are reflected in Milestone PROF1, "Compassion, integrity, respect for others, sensitivity to diverse patient populations, adherence to ethical principles." Milestone PC4, "Psychotherapy," is a good example of how this selfawareness is integrated into treatment planning, e.g., "Personalizes treatment based on self-awareness." The concept of deep accountability fits with the Milestone PROF2, "Accountability to self, patients, colleagues, and the profession." Promoting long-term GMH collaboration is also an extension of Milestone ICS1, "Relationship development and conflict management with patients, families, colleagues, and members of the health care team." Other GMH competencies are reflected in MK1, "Development across the lifespan" through an item on "cultural and economic influences on personality development"; and in MK2, "Psychopathology," which emphasizes competency "in diverse patient populations." And finally, Milestones SBP3, "Community-based care" which includes designing systems and using community groups and advocacy groups, and Milestone SBP4, "Consultation to non-psychiatric medical providers and non-medical systems", are both central to effective GMH work.
Regarding limitations, this process represents views of a self-selected group of attendees of an annual conference of a single academic professional society. Their views may not represent views on the practice of psychiatry or the conduct of GMH research in the rest of the field. We used a process of heterogeneous groupings to develop priorities for different stages of training in order to foster collaborative approaches from various perspectives and career paths. If we had used homogeneous groups, e.g., limiting the post-doctoral group only to current fellows, doing so would likely have produced a different set of recommendations. Collaborative processes of developing training recommendations with other professional societies [7, 25] would be beneficial to identify priorities not captured through the limited procedures we conducted at a single academic professional society conference with time limitations. More importantly, the workshop participants emphasized the need for involvement of LMIC clinicians, research, and institutional partners to be central in identifying values and competencies within training programs. Eleven clinicians and social scientists from LMIC (23 % of participants) engaged in the workshop, but most were currently based in HIC institutions. Therefore, future training priority setting activities are needed with LMIC collaborators based in LMIC institutions.
In conclusion, GMH training, as envisioned by participants in this workshop, needs to be grounded in an ethos of recognizing and working with power differentials across clinical, professional, and cultural context to form longstanding collaborations. The ability to identify, engage with, and shift power dynamics is an aspect of good social and psychotherapeutic skills: GMH presents an opportunity to apply these important skills to a broad systems level, striving for both cultural and structural competence in meeting the needs of people and their families across diverse communities. This will help achieve the objectives of GMH to decrease disparities in access to quality mental health care.
Implications for Educators
• Innovations in global mental health training rest upon promoting key values, such as humility, collaboration, and sensitivity to power differentials, for collaborative work partnerships.
• Global mental health key competencies include tolerating uncertainty, systematically evaluating personal biases, and engaging with diverse stakeholders.
• Global mental health training must include didactics on history, ethics, and culture; language training; and supervision in low-resource settings.
• Global mental health training programs require diverse faculty including social scientists, sustainable international partnerships, and protected time and funding for trainees and faculty.
• Evaluation of global mental health trainees must include cross-cultural OSCEs, feedback from international partners, and community-based outputs and outcomes.
